By K. W. MONSARRAT, F.R.C.S.Ed.
THAT cancer may be implanted in the course of operation is a fact that has long been recognized. It is doubtful, however, whether the risk is acknowledged in practice to the extent warranted. Elaborate technique is carried out to prevent bacterial wound infection; the risk of implantation in the course of an operation for cancer deserves at least as much attention. Probably most surgeons can recall definite instances occurring in their practice. One is in the habit, when a local return of the disease occurs, of ascribing this to a failure to pass beyond the limits of the disease; it is very probable that a considerable proportion of such local recurrences are due to implantation at the time of the operation. The worst case of local "recurrence" that I have seen was in a cancer of the breast, which was incised on the suspicion that the disease was a deep abscess. Within a few weeks the large wound was the seat of active growth which rapidly produced enormous necrotic masses.
In surface cancers risk is difficult to avoid-in the mouth, for example-and probably is best met by a preliminary surface destruction with the cautery. In cancers in such organs as the breast and kidney it may be desirable to confirm the diagnosis before the operation is completed. The risks of incision in situ are illustrated by the following case A male patient, aged 32, was admitted to hospital on November 6, 1909, for right renal colic. He had passed blood in his urine on three occasions: the first occasion was six months previously. On admission, his pain, which had been acute, had subsided to a dull ache in the right loin. There was a large amount of blood in the urine, and on examination of the bladder this was seen to be coming from the right ureter. The right kidney was exposed by oblique lumbar incision on November 12, 1909. The organ was not enlarged as a whole, but a nodule of firm consistence stood out on the anterior surface. After controlling the vessels the kidney was split and a growth was seen in the renal substance about its centre projecting into the pelvis, which was occupied by clot. The incision passed through the centre of the -growth, the margins of which were well defined and the size that of a small walnut. The kidney was removed. The patient left hospital, well, sixteen days later. On microscopic examination the tumour presented the structure characteristic of the so-called hypernephroma (fig. 1) . The patient was not seen again until April, 1914 , that is to say, about four and half years later. He stated-then that about twelve months previously he began to have slight pain on and off in the right loin. One month before readmission he had found a swelling here. A tumour about the size of the closed fist was found underlying his lumbar scar. The second operation was performed on April 17, 1914. The tumour was fairly well defined; it was embedded in the muscular wall of the loin. On examination after removal it showed a structure of a rather indefinite kind. The cells are large, with large clear cell bodies and deeply staining nuclei. The tumour consists of masses of these cells, with no regular arrangement. It is more a sarcoma than a carcinoma, histologically (fig. 2) .
Surgical Section
This case is a clear example of implantation metastasis. The secondary growth was in the scar of the previous operation, and the tumour at the original operation was well defined and had not burst the fibrous capsule of the kidney. The only possible conclusion is that cells were sown in the wound by incising the growth in situ.
Case of Multiple Adenomata of the Colon and Rectum.
By G. P. NEWBOLT, F.R.C.S.
M. M., AGED 20, was brought to see me on April 22, 1914, suffering from prolapse of the rectal mucous membrane which followed each action of the bowels. She passed blood and mucus and her bowels acted slightly four or five times each day. She was a well-developed' girl, rather anaemic, and there was no family history of a similar condition. She had never enjoyed good health, having attended at the Children's Infirmary when quite small,' and later on she was in one of the general hospitals. On each occasion she suffered from pain and attacks of diarrhoea.
On examination, I found that the sphincter was stretched, and that when she made an expulsive effort an inch or so of rectal mucous membrane prolapsed. This was covered with small papillary growths with blunt ends, and with or without pedicles. On April 30, 1914, under ether, I pulled down 5 or 6 in. of the mucous membrane of the bowel. The mucous surface was covered with thousands of outgrowths of a papillary nature, and these formed masses about 3 in. from the
